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Introduction

Dieulafoy’s lesion (DL) represents an uncommon but well-
recognized source of significant gastrointestinal bleeding.1 
DL accounts for 5% of all causes of acute gastrointestinal 
bleeding.2 DL is a dilated, aberrant submucosal artery that 
protrudes and spontaneously bleeds from a small mucosal 
defect.3 It is widely described involving the stomach, but it is 
infrequent rectum finding. First described in 1991 by Franko 
et al. and since then, only few cases have been described in 
the literature.4 Patients usually present with massive gastroin-
testinal hemorrhage secondary to rupture of these relatively 
large submucosal vessels. Mortality can range anywhere 
from 8.6% to 17%.5 Endoscopy is the preferred diagnostic 
modality. However, because of the small size of the lesion 
and the intermittent bleeding pattern, locating the lesion can 
be difficult and repeated endoscopic evaluations are often 
needed.6 DL can be successfully treated with endoscopic 
hemostasis, whereas surgery or selective arterial emboliza-
tion are alternative therapeutic approaches for cases with 
intractable bleeding or unsuccessful endoscopic therapy.1

Case report

A 53-year-old Hispanic female with a past medical history 
significant for hypertension and diabetes mellitus presented 
with six episodes of bright red blood per rectum mixed with 

bowel movements for 1 day. She denied nausea, vomiting, or 
abdominal pain. There was no history of non-steroidal anti-
inflammatory drug (NSAID), anti-platelet or anti-coagulant 
drugs use. She has no history of gastrointestinal system bleed-
ing, never had a colonoscopy with no family history of gas-
trointestinal cancer. On physical examination, she was pale, 
but not in severe distress. Her blood pressure was 
106/50 mm Hg, heart rate was 104 beats per minute, tempera-
ture was 35.8°C, and body mass index (BMI) was 36.6. She 
was alert, oriented, and her abdomen was soft, non-tender, 
and not distended with normal bowel sounds. Bright fresh 
blood was seen in the rectal examination. Laboratory tests on 
admission revealed hemoglobin of 8.3 g/dL, platelets of 
204 × 103/µL, blood urea nitrogen (BUN) of 36.9 mg/dL, and 
creatinine of 1.4 mg/dL. Her liver function test and coagula-
tion panel were unremarkable. Intravenous normal saline 
fluid was given in the emergency room, and patient was 
transferred to the intensive care unit for close monitoring. 
Although she had bright red bleeding per rectum, but due to 
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her high BUN/creatinine ratio, we elected to place her on 
pantoprazole and octreotide drips to cover any possible upper 
gastrointestinal source of bleeding. There were no further epi-
sodes of rectal bleeding. However, her hemoglobin had 
dropped to 6.8 g/dL on repeated measurement 6 h later. Two 
units of packed red blood cells were transfused, which raised 
her hemoglobin level to 8.5 g/dL. Gastroenterology team was 
consulted and subsequently performed esophagogastroduo-
denoscopy (EGD). The EGD showed non-erosive gastritis 
located in the body of stomach with no signs of active bleed-
ing. Therefore, the pantoprazole and octreotide drips were 
stopped, and the patient was bowel prepared for colonoscopy, 
which was done next day. The colonoscopy revealed the pres-
ence of an actively bleeding DL in the rectum (Figure 1). An 
endoclip was placed on the lesion and excellent hemostasis 
was obtained. The patient did not have any more bleeding per 
rectum after the clipping, and no more blood transfusions 
were needed. She was discharged home with a prescription of 
iron supplement. At 1-month follow-up visit, she did not have 
any recurrence of bleeding with improving hemoglobin level.

Discussion

DL is an uncommon lesion that usually presents with mas-
sive bleeding. It is a dilated, aberrant submucosal vessel that 
erodes the overlying epithelium and bleeds spontaneously 
in the absence of a primary ulcer.7 It is most commonly 
located in the upper gastrointestinal tract; however, lesions 
were found beyond the upper gastrointestinal tract in only 
13% of cases.2 This percentage may represent an underesti-
mation of the problem due to several factors such as avail-
ability and timing of endoscopy, lesion with overlying clot, 
familiarity with lesion, and quality of bowel preparation 
during endoscopy.2 Middle-aged men are more commonly 
affected, with a median age of 52 years at presentation.6 
Chronic renal failure and hypertension, as well as major 
burns, have been associated with the formation of DL.3 
Patients usually present with painless bleeding per rectum, 
most often requiring blood transfusion.3 Endoscopic man-
agement is the mainstay for both diagnosis and treatment 
and is effective in 80%–100% of cases.5 Although endos-
copy is usually successful in identifying these lesions, 
repeat examinations may be necessary as a result of the 
intermittent nature of bleeding that characterizes these 
lesions.5 The endoscopic diagnosis depends on: the pres-
ence of an arterial vessel actively bleeding through normal 
surrounding mucosa; visualization of a vessel protruding 
from a minute mucosal defect or protruding from normal-
appearing mucosa, with or without active bleeding; or a 
fresh clot with a narrow point of attachment adhering either 
to a minute mucosal defect or to normal-appearing mucosa.8,9 
There is currently no consensus on the optimal endoscopic 
therapy of rectal DL. The hemostatic effectiveness of both 
endoscopic clipping and band ligation was demonstrated.6,10 
Failure of endoscopic treatment warrants an angiographic or 
surgical approach.5

Conclusion

DL is infrequent cause of lower gastrointestinal bleeding in 
comparison to diverticulosis and angiodysplasia. However, 
it should be considered in the differential diagnosis of pain-
less rectal bleeding, especially when no other sources are 
found. Endoscopy is very useful and effective in diagnosing 
and treating bleeding rectal DL.
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spurting blood.



Nadhem et al. 3

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

Informed consent

Written informed consent was obtained from the patient(s) for their 
anonymized information to be published in this article.

References

 1. Kim HH, Kim JH, Kim SE, et al. Rectal Dieulafoy lesion 
managed by hemostatic clips. J Clin Med Res 2012; 4(6): 
439–444.

 2. Lara LF, Sreenarasimhaiah J, Tang SJ, et al. Dieulafoy lesions 
of the GI tract: localization and therapeutic outcomes. Dig Dis 
Sci 2010; 55: 3436–3441.

 3. Lee CS, Widjaja D, Siegel M, et al. Endoscopic band liga-
tion of a rectal Dieulafoy’s lesion. J Clin Gastroenterol 2004; 
38(9): 828–830.

 4. Tovar JR, Trill JD, Quindos PL, et al. Massive low gastroin-
testinal bleeding due to a Dieulafoy rectal lesion. Colorectal 
Dis 2007; 10: 624–625.

 5. Baccaro L, Ogu S, Sakharpe A, et al. Rectal Dieulafoy lesions: 
a rare etiology of chronic lower gastrointestinal bleeding. Am 
Surg 2012; 78: 246–248

 6. Park JG, Park JC, Kwon YH, et al. Endoscopic management of 
rectal Dieulafoy’s lesion: a case series and optimal treatment. 
Clin Endosc 2014; 47: 362–366.

 7. Yoshikumi Y, Mashima H, Suzuki J, et al. A case of rectal 
Dieulafoy’s ulcer and successful endoscopic band ligation. 
Can J Gastroenterol 2006; 20(4): 278–290.

 8. Nunoo-Mensah JW, Alkari B, Murphy JJ, et al. Rectal 
Dieulafoy lesions. J Am Coll Surg 2008; 206(2): 388–389.

 9. Apiratpracha W, Ho JK, Powell JJ, et al. Acute lower gas-
trointestinal bleeding from a Dieulafoy lesion proximal to the 
anorectal junction post-orthotopic liver transplant. World J 
Gastroenterol 2006; 12(46): 7547–7548.

 10. Nomura S, Kawahara M, Yamasaki K, et al. Dieulafoy lesion 
in the rectum. Endoscopy 2002; 34: 237.




